Burnout among nurses is a significant problem in healthcare establishments and has negative implications on clinical outcomes. International studies have shown the prevalence of burnout ranged from 30% to 80%. However, this is unknown amongst nurses in a community hospital in Singapore. Our objectives are to determine the prevalence of burnout among nurses at a community hospital in Singapore as well as explore the factors associated with burnout.
INTRODUCTION
The healthcare industry has been widely acknowledged to be a stressful industry with manpower shortage and high demands. Compared to other healthcare professionals, nurses have the highest level of stress and burnout 1 . This is because other healthcare workers such as doctors and therapists spend limited amounts of time with patients. Comparatively, nurses are the first line of contact; they spend the most time with patients and are constantly exposed to the emotional strains of dealing with the sick and dying. Such stressors when left unchecked lead to burnout 2 .
Burnout is a psychological term used for the experience of long-term exhaustion, frustration, anger and depression 3 . It is associated with feelings of hopelessness, difficulties in dealing with work and doing one's job effectively. Although closely related, stress and burnout are not synonymous 4 .
Negative consequences of burnout include drug and alcohol misuse 5 , marital and family conflicts 6 . Psychiatric consequences include depression, anxiety disorders and even suicide 7 . It can also lead to increased incidence of clinical errors, patient dissatisfaction and staff turnover 8 . This further compounds the shortage 8 of nurses. Therefore, there has been much research worldwide in the study of stress and burnout in nurses.
In Singapore, amongst nurses working in public tertiary hospitals, it is estimated that 30-50% of them experience stress 9 , but there is no literature about the prevalence of burnout among nurses in a community hospital (CH) in Singapore. Given the different patient profile, working environment and longer contact time with patients as compared to a tertiary hospital, there are reasons to believe that the stress level in a CH is also different.
The intermediate and long-term care (ILTC) facilities in Singapore provide step-down care for medically stable patients who no longer require the level of care provided by a tertiary hospital 10 . Residential ILTC services include CHs (which provide rehabilitation and subacute services); nursing homes (which provide long term nursing care for older patients who do not have caregivers, or whose caregiver is unable to provide the level of nursing care required); chronic sick hospitals, (which provide skilled nursing and medical care to patients with advanced and complicated medical conditions); and inpatient hospices. According to Ministry of Health statistics 2010 10 , there were a total of six CHs in Singapore then, providing a total of 838 rehabilitation beds. As of April 2014, there are only five fully functioning CHs in Singapore, with more in the pipeline over the next few years.
The primary objective of our study was to determine the prevalence of burnout among nurses in the CH. Our secondary aim was to identify risk factors associated with nursing burnout.
METHODS
We conducted a cross-sectional study utilising a self-administered anonymous questionnaire. Approval was obtained from the SingHealth Centralised Institutional Review Board (CIRB) prior to the start of the study. A waiver of consent was obtained from the CIRB as the process of obtaining consent could impact anonymity.
This study was conducted at a 318-bedded CH for a period of one month from 1-31 March 2012. This CH is supported by the Ministry of Health and is located in the northeastern region of Singapore. It receives patients from all tertiary hospitals in Singapore. Compared to other CHs, the CH in this study is unique as it is the only hospital that provides inpatient palliative care, nursing home services and rehabilitation facilities as well as houses a chronic sick unit, all under one roof.
We sampled all inpatient nurses and nursing aides working during the study period. The nursing sister of each ward handed out the survey forms to all nurses under their charge. The nurses were given about one month to complete the survey form in their own time. They were then instructed to place the completed survey form into a sealed opaque box in the nursing office. A total of 146 surveys were distributed in one wave of data collection.
The eligible participants in this study included all nurses above 21 years old, who were working at the inpatient units. The exclusion criterion was nurses who were on leave during the entire period of data collection. The sampling frame was all inpatient nurses (n=146). At the time when the study was conducted, there were eight nursing officers, 60 staff nurses, 52 enrolled nurses and 26 nursing aides.
To determine the prevalence of burnout amongst the nurses, we utilised the English version of the Profession Quality of Life (ProQOL) scale 3 . It is presently in its fifth revision of the original tool titled "Compassion Fatigue Self-Test survey tool", which was developed by Figley in 1995 11 . This scale has undergone stringent psychometric evaluation to improve sub-scale reliability and validity from earlier versions [12] [13] [14] . As reported in the ProQOL manual, the burnout subscale has an alpha scale reliability of 0.75 and the inter-scale correlations show 5% shared variance (r=-0.14; co-σ=2%; n=1187) 3 . There are more than 50 published research papers on compassion fatigue, burnout and secondary traumatic stress that have utilised the ProQOL or one of its earlier versions 3 .
The ProQOL consists of 30 questions with 10 questions used to measure each sub-scale, namely compassion satisfaction, burnout and secondary traumatic stress. Each question is scored on a Likert scale from 1 (never) to 5 (very often). In each subscale, the total sum of 22 or less equates to "low level"; between 23-41, "average level"; and 42 or more, "high level" . A cut off of greater than 22, was used to define "burnout" in this study. This captures nurses with "average" and "high" burnout levels. Other studies have also utilised similar method of Proceedings of Singapore Healthcare  Volume 23  Number 2  2014 assessing and defining burnout 15, 16 . We analysed only the burnout subscale so as to make this study comparable to other studies [15] [16] [17] [18] .
The following demographic data was included in the questionnaire to assess their relationship to burnout: age, gender, marital status, number of children, number of children <5 years old, religion, smoking, alcohol drinking habits and sleep habits. With regard to their working conditions, respondents were asked about their nursing position, discipline, number of years they had worked as a nurse, and number of years they had worked at the CH. They were also asked whether they were employed full time or part time, the number of hours they worked per shift and whether their work interfered with family commitments.
Data was analysed using Stata V11.2 (Stata Corp, College Station, Tx, USA). For the main objective, we calculated the proportion of burnout. For the secondary aim, we used the binary logistic regression model to perform both univariate and multivariate analysis. From the variables identified to be significant in the univariate analysis, we used the multivariate stepwise likelihood ratio method (with probability of entry and removal set at 0.05 and 0.1 respectively) to determine variables significant in the multivariate model.
RESULTS
Of the 146 questionnaires distributed, a total of 75 were returned, giving a response rate of about 51.4%. There were varying proportion of nonresponders among the various discipline and nursing rank. A sizable proportion of enrolled nurses from the rehabilitation ward did not respond, 17 (89.4%) non-responders out of 19. However, considering the total number of nursing officers, staff nurses, enrolled nurses and nursing aides working in the rehabilitation ward, the response rate was 15 (32.6%) out of a total of 46 nurses. The response rate for nurses in the nursing home was 16 (64.0%) out of 25; chronic sick unit, 25 (53.2%) out of 47, and palliative care, 18 (64.3%) out of 28. The demographics of the respondents are shown in Table 1 . The demographics of the non-responders were not known as this was an anonymous survey.
The prevalence of burnout in this study was found to be 33.3%. Sixty-nine surveys had a complete ProQOL score for burnout. Six of the surveys had incomplete ProQOL burnout scores, i.e. not all ten questions used to assess burnout were completed, and hence we were unable to compute the burnout level. There was one response that did not specify which nursing discipline she was working in. Hence only 68 completed questionnaires were used when analysing according to nursing discipline.
Univariate analysis showed that nurses working in rehabilitation wards had the highest odds of burnout (odds ratio=8.00; 95% CI 1.3-50.0; p=0.026; Table 2 ).
We identified three variables for multivariate analysis: "nursing discipline", specifically palliative and rehabilitation (p=0.050 and 0.026 respectively); "number of years working as a nurse" (p=0.081) as well as "work interfering with family commitments, sometimes" (p=0.099). This is to account for any confounders that may be present.
Multivariate analysis indicated number of years working as a nurse (p=0.006) and whether work interferes "sometimes" & "often" with family commitments (p=0.006 & 0.028 respectively) were significant and independent variables associated with burnout. The higher number of years the nurses worked was associated with a higher burnout level (Table 3) .
Analysis carried out on other variables such as age, marital status, number of children, number of children <5 years old, religion, smoking, alcohol intake, hours of sleep, number of years working at the CH, working full or part time and number of hours worked per shift did not show any significant association with burnout risk.
DISCUSSION
The overall prevalence of burnout among nurses in our study was found to be 33.3%. We were surprised to find the prevalence of burnout in a step-down care facility to be similar to acute hospitals. Studies on prevalence of nursing burnout among nurses from various specialties in the acute hospitals ranged from 30-80% 15, 16, [19] [20] [21] .
One reason could be that the CH receives patients from the acute tertiary hospitals with continuing medical and social care needs. Most of the patients received are elderly with complex multiple medical problems and require more time and effort with regard to their medical and nursing care. Many nurses in our setting are foreigners and could face additional difficulties in terms of communication.
Studies have shown that nurses working in the residential aged care sector can experience high stress levels, and have high physical and emotional demands 22 . In addition, nurses working in the rehabilitation wards were more burnt out than their nursing home counterparts, and this could reflect the different acuity of care and pace of work in different settings of the same hospital.
Another significant result was that increasing frequency of work interfering with family commitments was associated with burnout. Attention needs to be paid towards achieving work-life balance for nurses.
In this study, we also found that nurses who had worked longer years and hence were more experienced, had higher odds of burnout. In contrast, there were two studies which found that nurses' experience, which was the number of years they worked as a nurse, was negatively associated with burnout 23, 24 . Another study found no difference between burnout and years of experience 20 . Differences in demographic profiles of nurses in these studies limited the comparison of findings. For example, the nurses in one of the studies worked more years in the nursing profession with the mean number of years at 22.94 (SD 10.24) 24 . They may not have captured nurses with less experience, such as those who have just started their career as nurses. Our study results warrant further research into the job satisfaction of our experienced nurses in order to retain their talent within the healthcare system.
Our study has several limitations. Firstly, our crosssectional study has limitation of recall bias. We minimised responder bias by the voluntary and anonymous nature of the survey.
Secondly, the response rate in the study was less than the ideal 70% for questionnaire surveys. The response rate from rehabilitation nurses was 32.6% and this could limit the generalisation of the conclusion that nurses in the rehabilitation wards were more burnt out than their counterparts in the other disciplines. As our nurses work in shifts, it was logistically challenging to conduct more waves of surveys. An online self-administered survey could have improved the response rate.
Thirdly, the residential ILTC sector in Singapore is heterogenous and we recognise that each ILTC facility may have unique characteristics in terms of work scope and patient needs. Our single-centre study may not be generalised for the entire ILTC sector. A larger study conducted in various ILTC settings in Singapore would be required in order to determine the prevalence burnout and compare the proportion of burnout among nurses working in the different settings.
In conclusion, our study showed a significant prevalence of burnout among nurses working in a local community hospital. Factors associated with higher odds of burnout include working in the rehabilitation wards, number of years working as a nurse and that the work interfered with family commitments. Further studies are required to determine the prevalence of burnout in the local ILTC sector and identify factors associated with burnout in nurses. 
